By R. H. PARRY, L.R.C.P.Ed. THE treatment of irreducible intussusception by any of the methods which have hitherto been employed has been attended by a high mortality. These measures embrace excision of the invaginated portion of the bowel either by Barker's, Maunsell's, or Greig-Smith's methods, or a modification of one of them, or by excision of the intussusceptum and end-to-end suture, or excision and lateral anastomosis.
In the Royal Hospital for Sick Children, Glasgow, there is no record of a recovery after resection on the intussusceptum in a child under 12 years of age, and a study of the statistics of other institutions does not disclose a much happier result. The two most important causes of failure are shock and sepsis. A degree of shock is present in all cases, probably caused by the pain, which is usually acute at the onset; but in those cases where delay in the diagnosis has occurred, other factors come into operation, and maintain or increase it. Among these are loss of blood, exhaustion-due to failure to take or retain food-distension of the abdomen, and sepsis. Among the other contributive factors to shock is manipulation of the bowel during attempt at reduction, and it may. be affirm-ed with some confidence that considerable pressure is usually made on the bowel with a view to unfolding it, as the alternative must be excision, which in some circumstances may be neither practicable nor advisable. This, then, is the condition as regards shock in which many of the patients are in when the important decision has been arrived at to excise the intussusceptum.
A word may be added here on the dangers which attend severe manipulation of a congested or gangrenous intussusception. With rupture of the serous coat, and maybe of the muscular as well, the progress of septic organisms from the bowel to the peritoneal cavity is greatly facilitated, while the immediate effect is to aid the absorption of septic matter which lies in the bowel. These considerations may be applied with equal truth to many cases of reducible intussusception, and in reports of death following operation how frequently do the words occur "reduced with much difficulty" ? We have now further to mention the effect of the operation itself which will certainly add to the shock and to the dangers of septic peritonitis.
As regards the causes of irreducible intussusception, time will not permit me to discuss them ; but my experience in the past three years, during which period the observations have been more carefully carried out, is that in the majority of cases the irreducibility was mainly due to oedema of the intussusceptum. Gangrenous changes in the sheath were rarely seen, but in a few there was evidence of undue compression of the ileum at the neck of the intussusceptum.
Comparatively little attention has been paid by surgeons to the value of lateral anastomosis in the treatment of irreducible intussusception. An occasional reference is made to it in the text-books, but it is said to be only applicable to chronic cases. Objection to this method is raised by some on the score that the intussusceptum being left may give rise to further trouble. These objections are, however, to my mind purely theoretical. My experience of lateral anastomosis is limited to one case, but my colleague, Dr. Rutherfurd, has also had a case treated on the same lines, and they have both made good recoveries.
The history of my case is as follows: J. McT., aged 6 months, a healthy, well-developed child, was admitted to the Children's Hospital on June 5, 1908. At 11 p.m. on June 3 he vomited shortly after taking the breast and about the same time cried as if in severe pain. He had a restless night, pain and vomiting continuing at intervals. At 11 a.m. on June 4 he passed mucus with blood; this was repeated in the evening. On June 5 he was brought into hospital thirty-nine hours after the onset. His condition then was as follows: He lay listless and somewhat collapsed, at intervals giving a feeble cry as if in pain. His temperature was 980 F., and his pulse 160. The abdomen was slightly distended, and on the right lumbar and hypochrondriac regions an elongated swelling was defined. Although he looked a somewhat unpromising subject for operation, still it was decided to give him a chance. An incision was made to the right of the middle line; about 2 in. of the intussusceptum, which was of the ileocaecal variety, was returned before it was delivered through the wound. The usual measures were then used to further reduce it, but without effect, and the child's condition at this stage put the idea of excision out of the question. It was therefore decided to try to relieve the obstruction by means of a lateral anastomosis, and this was accordingly done, the operation occupying but a few minutes. The abdominal wound was closed by silkworm sutures. Throughout the operation the child was carefully protected by sterile cotton-wool, and chloroform was the anmesthetic used. Examination of the neck of the intussusceptum did not reveal signs of gangrene, so it was not deemed necessary to suture the ileum to the caecum for the better protection of the peritoneum.
One ounce of saline solution with 30 i of brandy was administered per rectum every hour for the first twelve hours; occasionally some of it was returned with a little blood. On the evening of operation his condition seemed almost hopeless, the pulse being nearly imperceptible, but he revived somewhat during the night. The following day flatus was passed and the bowels moved, the motion being streaked with blood. As there had been no sickness a little diluted milk was given. Towards evening the bowels moved and no blood was passed. The notes after that record a steady improvement, and with this interesting observation-that neither blood nor anything suggestive of a slough had been passed. The stitches were removed on the tenth day, and the abdomen was carefully examined, but no trace of a tumour could be felt, and this was verified on the subsequent examination.
He was dismissed on June 19, having inade an excellent recovery.
In conclusion, the points worthy of consideration in this mnethod are: (1) Its simplicity and safety as compared with excision; (2) that it affords an alternative line of treatment to severe manipulation in reducible intussusception; and (3) the disappearance of the tumour.
DISCUSSION.
Mr. STILES said it was a most instructive paper, and a landmark in the treatment of irreducible intussusception. He had thought a good deal about the subject and had become almost pessimistic. Patients had died after resection when he thought recovery would take place. He had been agreeably surprised that a good many cases had recovered where there had been extreme difficulty in reducing the intussusception, and even after splitting the peritoneal coat. The gangrenous cases were very difficult, and his only criticism of the paper was that the treatment was hardly applicable to those. He said he had had better results when he operated as quickly as possible, and though the children often looked moribund it was wonderful, if the treatment was properly carried out-no drugs and plenty of saline by the bowel-how they recovered. Once they had got over the shock he was nu longer anxious about them. He thought this method of Dr. Parry's was very sound, and he would certainly try it in cases where there was a good deal of difficulty in the attempt to reduce the intussusception.
Mr. GEORGE CHIENE said that if the intussusception could not be completely reduced owing to the cedema, a way of getting over the difficulty was by wrapping the portion in three or four large pieces of gauze and compressing it for three or four minutes. It was perfectly easy to do, and the child made a good recovery.
Dr. PARRY, in reply, said that with wider knowledge and means of early diagnosis these difficult cases would not be so often met with, and the treatment would resolve itself into reduction in the simple way. E. SCOTT CARMICHAEL, F.R.C.S.Ed., read a paper on " The Primary Source of Infection of Glands in the Neck."
The following cases were shown: G. A. GIBSON, M.D.: Patent ductus arteriosus in a young womnan. JAMES BURNET, M.D.: Delayed rickets. E. SCOTT CARMICHAEL, F.R.C.S.Ed. : Deformity of the cervical spine and the right scapula, in which there was a fold of skin at the side of the neck reaching from the head to the shoulder.
H. J. STILES, F.R.C.S.Ed.: (1) Cholecystenterostomy for traumatic obstruction of the common bile-duct; (2) Two girls in whom the ureters were transplanted into the pelvic colon for incontinence due to epispadias without extroversion of the bladder; (3) Two cases of hydrocephalus, in whom both common carotids had been ligatured with the object of lessening the secretion of cerebrospinal fluid, with favourable results; (4) Cases illustrating resection of the diaphysis of the long bones for diffuse tuberculous osteomyelitis.
